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Abstract
Rectal prolapse is the complete protrusion of the rectum through the anus. It is 
more common in elderly women and among its symptoms can be observed bleed-
ing, constipation, pain or incontinence. Its treatment is fundamentally surgical. 
We present the case of an 81-year-old patient with a history of constipation and 
incontinence secondary to a complete rectal prolapse. A rectosigmoidectomy was 
performed for perineal repair (Altemeier procedure). Repair of rectal prolapse 
can be done both, abdominal or perineal way. Traditionally, the perineal time has 
been reserved for elderly patients with greater comorbidities, presenting a higher 
rate of recurrence. Currently there is no consensus on the route of rectal prolapse 
approach, being the choice of the surgeon according to their preference and type 
of patient.

Keywords: Rectal prolapse; Altemeier proedure; Rectopexy; Rectosigmoidecto-
my; Levatorplasty

Introduction
Rectal prolapse is the complete protrusion of the rectum 
through the anal canal [1]. The first reference to this pathology 
is described in Ebers papyrus (1500 B.C.) [2]. Its etiology is 
diverse and different hypotheses have been formulated. Among 
the predisposing factors are anatomical factors (presence of a 
redundant sigma, laxity or loss of fixation of the rectum to the 
sacrum or herniation of the puch of Douglas) and extrinsic factors 
(pregnancy, chronic constipation, history of perineal trauma, etc.) 
[3]. It can occur less frequently in childhood due to congenital 
defects of connective tissue or sphincter muscles. Among the 
symptoms that originates we can find constipation, incontinence 
for gases or feces and sometimes it can cause bleeding or soaling 
[1]. We present the case of an 81-year-old woman with a medical 
history of rectal bleeding and fecal incontinence secondary to 
a rectal prolapse intervened by perineal rectosigmoidectomy 
(Altemeier's procedure).

Case Presentation
A 81-years-old female with previous medical history of 
hypertension, dyslipidemia and diabetes mellitus. She refered 

rectal pain with occasional bleeding that had intensified in 
recent months along with occasional incontinence. The clinical 
examination showed a complete rectal prolapse (Figure 1) 
becoming evident with Valsalva maneuvers (grade II of the 
Beahrs classification). The study was completed after performing 
a colonoscopy and a pelvic nuclear magnetic resonance that 
showed no alterations except a small component of cystocele 
associated with rectal prolapse. Given the age of the patient and 
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the cardiovascular risk factors, the perineal approach was chosen 
for the repair of rectal prolapse according to the Altemeier 
technique (perineal rectosigmoidectomy). By general anesthesia 
and prophylaxis with amoxicillin was placed in gynecological 
position. They were administered before the surgery cleaning 
enemas.

In a first time, in order to expose the surgical field properly, the 
anal margin to the perineum was sutured in a cardinal manner 
by loose 2/0 silk points (Figure 2). Subsequently, the prolapse 
was enucleated by electrical scalpel marking of the resection 
line approximately 1-2 cm above the pectineal line (Figure 3). 
Next, a circular resection was made to the muscular layer and 
the peritoneum of the Douglas pouch was open. Ligature of the 
sigmoid meso was performed and resection of the sigmoid colon 
by a sealing device (LigasureTM Small Jaw). It was not made a 
levatorplasty. Finally, a coloanal anastomosis was performed 
using 3/0 vicryl (novosyn polyglactin) (Figure 4).

At 24 hours after admission, the patient presented chest pain 
with elevated cardiac enzymes according with an acute coronary 

Complete rectal prolapse.Figure 1

Exposure of the surgical field.Figure 2

Circular resection of the muscle layer and peritoneal 
opening.

Figure 3

Rectal prolapse repaired.Figure 4
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syndrome without elevation of the ST segment, so she was 
admitted to the Intensive Care Unit for cardiac catheterization. 
Coronary angiography showed a critical stenosis of the right 
coronary artery together with a severe stenosis (70%) of the 
anterior descending artery and a stenosis of 30% of the left 
main coronary artery, so angioplasty and coronary stent were 
performed in the right coronary artery. Despite antiplatelet 
medication, there were no significant episodes of rectal bleeding, 
sepsis or coloanal dehiscence. The patient was discharged after 7 
days of admission. During follow-up, after 12 months, the patient 
presented improvement in bleeding symptoms and incontinence 
without recurrence signs.

Discussion
Perineal prolapse is a frequent pathology in postmenopausal and 
multiparous women [1]. It is 6 times more frequent in women than 
in men [3]. More than half of patients associate fecal incontinence 
and constipation [3,4]. It is a chronic disorder that increases the 
risk of pain and incontinence, and may be cause of incarceration 
or strangulation [2]. The surgical treatment of rectal prolapse is 
performed when medical treatment has failured. Its approach 
can be performed perineally or abdominally (laparoscopically or 
by open surgery). There is no clear consensus among the different 
authors and it seems that the choice of technique depends on the 
experience of the surgeon and the type of patient [5]. The first 
perineal rectosigmoidectomy was performed by Mikulicz in 1889 
and later in 1933 by Miles but the procedure was abandoned due 
to its high recurrence rate (37%). However, it was not until 1971 
that Altemeier and Cuberstson popularized the technique with a 
lower recurrence rate (10%) [6-9]. It presents a low mortality (0-
5%) and a recurrence between 0-16% [1]. To improve this, some 
authors have associated a levatorplasty, restoring the anorectal 
angle. Cirocco in her series does not describe recurrence after 
more than 3 years of follow-up [10]. Other techniques such as 
the one described by Delorme in 1900 for the treatment of rectal 
mucous prolapse have a similar mortality rate (0-4%) but with a 
higher recurrence rate (4-38%) [1]. Finally the anal encirclement 
described by Thiersch in 1891 has been abandoned for its high 
recurrence rate. However, nowadays, the perineal approach is 
the approach of choice for the treatment of incarcerated rectal 
prolapse and in young men, since there is no risk of erectile 
dysfunction because pelvic dissection is not performed.

With respect to the abdominal approach (laparoscopic or open 
surgery), rectopexy associated or not with sigmoidectomy is the 
most popular technique for the correction of rectal prolapse in 
young patients. It requires the mobilization of the rectum from 

the sacrum to the posterior anorectal junction and the fixation 
or not to a mesh. Sigmoidectomy seems to help in patients with 
a history of constipation who have a redundant sigmoid colon. 
It presents a recurrence rate between 0-95% with a morbidity 
between 0-20%. D'Hoore and Pennick described recopexy with 
mesh placement, being since then the preferred technique by 
surgeons especially in those with more experience in laparoscopic 
surgery [11]. However, the placement of a mesh can cause the 
rate of recurrence and morbidity to increase from 2% and 3% up 
to 10% and 52% respectively [3].

Perineal approach has a higher recurrence rate than the 
abdominal one, due to the impossibility to fix the rectum to the 
pelvis. La Greca have described a combined approach during the 
performance of rectosigramidectomy. In this way, the fixation of 
the rectal remnant can be performed laparoscopically, improving 
the tension and mobility of the rectal remnant [12]. However, 
authors such as Ricciardi or works such as the PROSPER study 
have found no significant differences between the different 
approaches, describing a similar rate of reinterventions and 
recurrences [13,14].

In our experience, from May 2015 to October 2017, 9 patients 
have undergone surgery for rectal prolapse in our center. A 
rectopexy was performed in 6 patients with polypropylene 
mesh placement (5 patients using a laparoscopic approach and 
1 through open surgery due to previous surgeries), 2 perineal 
rectosigmoidectomies (Altemeier's procedure) and a Delorme's 
procedure. According to the literature, we chose the perineal 
approach in older patients (mean age of 80.3 years) and with 
higher comorbidities while rectopexy with mesh placement was 
performed in younger patients (mean age of 61.2 years) and lower 
surgical risk. No perineal fistula or local infection complications 
were described. After a follow-up of 18 months, no patient had 
signs of recurrence and in all the symptoms of pain, constipation 
and continence improved.

Conclusion
In conclusion, the repair of rectal prolapse is fundamentally 
surgical after the failure of medical treatment. The perineal 
approach generally has lower morbidity and a higher recurrence 
rate than the abdominal route and is usually performed in elderly 
patients with high surgical risk.
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